Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Serenity Hawaii Carehome LLC

CHAPTER 100.1

Address:
94-559 Apii Place, Waiphau, Hawaii, 96787

Inspection Date: January 14,2020 Annual

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED. ‘

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

] | §11-100.1-3 Licensing. (b)(1XT) PART 1
Application. l l 6| 25
DID YOU CORRECT THE DEFICIENCY?

In order to obtain a license, the applicant shall apply to the
director upon forms provided by the department and shall
provide any information required by the department to USE THIS SPACE TO TELL US HOW YOU
demonstrate that the applicant and the ARCH or expanded CORRECTED THE DEFICIENCY
ARCH have met all of the requirements of this chapter.
The following shall accompany the application: —_— .
L Lieued ws neliciency oy I voct o R
Documented evidence stating that the licensee, primary CNEN )
care giver, family members living in the ARCH or '\'Q-\(r“\" Sua d Q,\wcﬁr\(_
expanded ARCH that have access to the ARCH or )
expanded ARCH, and substitute care givers have no prior
felony or abuse convictions in a court of law;

FINDINGS
PCG, SCG#1, SCG#2 — No documented evidence of a
background check available for review.
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date

|X] §11-100.1-3 Licensing. (b)(1)(I) PART 2 .

Application, b ( i5les

In order to obtain a license, the applicant shall apply to the FUTURE PLAN

director upon forms provided by the department and shall

provide any information required by the department to USE THIS SPACE TO EXPLAIN YOUR FUTURE

demonstrate that the applicant and the ARCH or expanded PLAN: WHAT WILL YOU DO TO ENSURE THAT

ARCH have met all of the requirements of this chapter. The IT DOESN’T HAPPEN AGAIN?

following shall accompany the application:

Documented evidence stating that the licensee, primary care ? \( 0\ NG A\\e »
giver, family members living in the ARCH or expanded S SCG A men An Ny el

RN
ARCH that have access to the ARCH or expanded ARCH, i 2 é\)o\nc_ « XU o\lo.
and substitute care givers have no prior felony or abuse e e NGeaenY Uy
convictions in a court of law;

(.

FINDINGS
PCG, SCG#1, SCG#2 — No documented evidence of a
background check available for review.

-
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
@ §11-100.1-9 Personnel, staffing and family requirements. PART 1

it it st o rov 2l

individuals who either reside or provide care or services
to residents in the Type I ARCH, shall have documented ww
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO TELL US HOW YOU
and thereafter shall be examined by a physician annually, CORRECTED THE DEFICIENCY
to certify that they are free of infectious diseases. @ .
SCG #1 N : ; ; R
SCG #1 — No documentation of physical exam available for g
review.

4
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
[X] | §11-100.1-9 Personnel, staffing and family requirements. PART 2
‘o individuals who efther resi id i Wislzs
individuals who either reside or provide care or services FUTURE PLAN

to residents in the Type I ARCH, shall have documented
evidence that they have been examined by a physician prior

to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO EXPLAIN YOUR FUTURE
and thereafter shall be examined by a physician annually, to PLAN: WHAT WILL YOU DO TO ENSURE THAT

certify that they are free of infectious diseases. IT DOESN’T HAPPEN AGAIN?
FINDINGS T s i ,

SCG #1 — No documentation of physical exam available for | v \\ O\ Ve $CLE\ one moake Aol (o
feview. o ob Yoin Q. b AFEEREN LUV)’L(,'L .

T wf\\ n\ss Mer W \&\ ogg\\ A
“"ﬂ“‘“‘“’"\‘l\'\\s Fer 2\ emplinen.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
X] | §11-100.1-17 Records and reports. (b)(3) PART 1
During residence, records shall include:
Progress notes that she?ll be writt.en ona monthly'basis, or C Orrecting the deﬁcien Cy
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan, - - -
any changes in condition, indications of illness or injury, after the faCt IS nOt
behavior patterns including the date, time, and any and all . *
action taken. Documentation shall be completed praCtlcal/apprOprlate- For
immediately when any incident occurs; th ® D)
is deficiency, only a future
b
FINDINGS . y . y
Resident #1 - plan is required.
e  Progress notes do not include notations of
Resident’s response to are related to skin issues.
e Progress notes do not include notation of MD
visits.
6
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Progress notes that shall be written on a monthly basis, or
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan,
any changes in condition, indications of illness or injury,
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS
Resident #1 —
e Progress notes do not include notations of
Resident’s response to are related to skin issues.
e  Progress notes do not include notation of MD
visits.

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
Xl | §11-100.1-17 Records and reports. (b)(3) PART 2
During residence, records shall include: 12 ‘ lC /m&y
FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature: %)\Q\X)\M = \tAn—

Print Name: L_Cudvenc, &V wad

Date: \ \'Z.\ \ZLQLQ
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